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Pc2) WA THVESHINGTRORIVONC. 20002 0% DATE sumvEY
A BRDG - COMPLETED
HCAOODS B wwa 0172002010
NANE OF PROVIDER OR SUPRJBR STREET ADDRIESS, CITY, STATE, 7% COOE |
VT HOME HEALTH AGENCY WABHI T, CUT AVE 1w SUITE 200
oD | SUMMARY STATEMENT OF ") PROVIDER'S PLAN OF CORRECTION o
; H DEFICIENGY PRECEDED PREF {EACH CORRECTIVE SHOULD
TAG |  REGULATORY OR LSC OENT Iy w% T~ TO THE APPROPRIATE DATE
l
1000| INITIAL COMMENTS H 000
An srnual survey was conducted a your agency J
on January 19, 2010, through January 20, 2010, e — —_— —
bmmmmnmn The VMT Home Health Agency
CIWSDMCUBWMWI). makes its best efforts 1o operate in
The findings of the ware based on a subsiantal compliance with both Federal
mumhoan()dem,ouht and State Law. Submission of this Plan of
(8) peraoninel files and Hwes (3) home viels. The ~| Gorrection (POC) daes not constitute an
findings of the survey were bassd on admission or agreement by any party, its
obssrvations in the home, intarviews with agency officers, directors, of agents as
staff and patient interviews, as well as 3 review of %MQM?WWMVW
pationt and wdministrative cords. conditions alleged or
vaﬁdﬂyofﬂ;cmdlﬁonssetfo_mlonme
H 158 3907.2(n) PERSONNEL H1B | o (raanclos. This Plan of
| Each home care egency shall maintein sccurate Emm...ﬁwm“m‘“"“""‘“”
. personnel neconds, which shall include the
. fallowing informatian:
{n) MWﬂwm“’ H158 3907.2(n) PERSONNEL
appiicable.
‘ YMT provides professional liability 2/28/10
s Statule § Adenced nsurance for its staff, however, the
'Bn:odon:e;dm:‘nd m,b{.. Physical Therapist has been educated
! fachity's personnal record faled to ensure regarding the personal liability insurance
W;hnﬁmdw:lumnmbrm(nu requirement.
eight (8) contracted staff physical therapiat) in
the sample. (Staff#2) The Physical Therapist applied for liability
The finding includes;
Review of Staff £2 ! recard ol Jus Monitoring of the Personne! flle including
$ parsonne! on January the liability insurance will be done uarterty|
18, 2010, at approximately 10:30 a.m., reveaied = bmwr;tymmpﬁam_ ¢
contrect for therapy services. Continued
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employes, the home care agency shall verity that
the employee. within the six months immediately
preceding the date of hire, has boen screened for
end is free of commemicable dissase,

This Statute is not met as evidenced by.

Basad on interview and record review, the
faciiity's personnel record falled to ensure that
one of the Regisiared Nurses had been screened
for communicable diseases for one (1) of sight
(8) staff in the sampls.

(St 48)

The finding inciudes:

Review of Staff #8's personnel record on January
19, 2010, at approximately 1.00 p.m., revesled
tho-hlfhldaptmhiemmmnonﬂh

- however, at the ime of the survey, there was no
ammmmammmm
screenod for any communicable diceases

During a face © face interview with the Vice
President of Operations, it wes acknowledged at
3:32 p.m., that the physical examination for Staff
#8 fllbdbplwidowkbno.ﬂwldnmcbon
screehed 1OF ahy communicable diseases.

H 262: 3911.2(b) CLINICAL RECORDS

S —

Haa2

H162 3907.6 PERSONNEL

Employee #8 had a physical; howaver, the
Physician utilized their own history and
physical form which did not include the

VMT has a standard medical request form
that staff can utilize for physicals. This
form includes a space for the physician to
acknowledge that the employee is free
from communicable diseases. The VMT
Home Health Agency provided the form to
the employee. The employee is expacted
to retum the form immediately for which the}
physician has documented that the
empioyee is free from any communicable
diseases and it will been placed in her file.

The Personnel records are monitored
Quarterly.

“free of communicable disease requirement”

FORM APPROVED
{X2) WULTIPLE CONSTRUCTION 0) DATE BURVEY
A BURLDING
B. WING
01/20/2010
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZF CODE
CONNECTICUT
VMT HOME HEALTH AGENCY AT, TSNS 1AW SUNTE 200
A D | SUMMARY STATEMENT OF o PROVIDER'S PLAN OF CORRECTION o)
PREFIX |  (EAGH DEFICIENCY PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG :  REGULATORY ORLSC SIFORMATION) A CROSS-REPERENCED TO THE APPROPRIATE DATE
'. RCIENCY)
H 168 | Continued From page 1 H 158
President of Operations, it wes acknowledged at
| 1144 2a.m, that the personnet record for the
mhmpmfadbpmmmot
M 162 3907 6 PERSONNEL H 182
Al the time of initisl employment of eech - T

220110

STATE FORM
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FORM APPROVED

ANRD PLAN OF CORRECTION IDENTIFICATION NUMBER: (X2} MULTIPLE GONETRUCTION M&:ELEI‘EJ
. A A BURLDNG
8 WG
HEADDOY 01/20/2010
NAME OF PROVIDER OR SUPPLER mmm.stAmmm
VMT HOME HEALTH AGENCY :'m WA&WN‘I‘EM
o) ID SUNMARY STATEMENT OF DEFICIENCES ™ PROVIDER'S PLAN OF CORRECTION X%
A 4
P%lx mw"wMTumw% p;gm mmmmmuﬁ coueETe
CEFICIENCY)
H 282| Continued From pege 2 H 262
mmmmmmm
informeation related io the petient
® of ' g cise of — e e
! #from @ hospital or extended care fscilty, H282 3911.2(b) CLINICAL RECORDS ]
VMT's cumrent intake form includes all | 2/5/10
Based on inferview and record review, the referral source. VMTWiNre-educateaﬂstarf ’
W;W “g"’ ‘ﬁffm the who take potential beneficiary information
in e sarmplo (pm";‘, (9) pationts on its intake form to include the name and
contact number of the referral source(s).
The includes:
fnding ! The record was reviewed for patient #6
Ruview of Patient #6's medical record on January | and the refertal source is currently
19, 2010, at appridmately 925 a.m., revealed documentex in the record.
the source of referrsl was not in the medical
record. The Medical Record’s Specialist will be
responsibie for ensuring that documentati
During a face 1o face interview with the Director is complete prior to completing the
of Nursing (DON) on January 19, 2010, at Beneficiary's chart.
approximately 9:30 am., itwas
the source of referral was not in Patient #6'a
medical moord,
There was no documented evide nce the source
of referral was documenied in the medical record.
M 274 3911.2(n) CLINICAL RECORDS H274
Each clinical record sivall include the Tollowing
information related to the patient:
(n)Tymofnndlcdmlpmqnuudbyh
patient;
This Statute is not met as evidenced by:
Bmdmmammm.m

e - HTT3N ¥ comtinuation shest 3 of 13
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FORM APPROVED
PROVIOER/SUPPLIER/CLIA o
an o ' 02) MULTIPLE CONSTRUCTION ©X3) OATE, SURVEY
A BUSDING
8. WING
1/20/2010

STREET ADDRESS, CITY, GTATE, 2% CODE

A0 CONNECTICUT AVE NW SUITE 200
WASHINGTON, DC 20008

H279| 3911.2(s) CLINICAL RECORDS

Each clinical record shall include the following
information refated 1o the patient

(s) Documentation of weining and educalion
given to the patient and the patient's canegivers.

| This Statitte is not met s evidenced by:
Based an imerview and racord review, the Home

omn SUMMARY STATEMENT OF DEFICEENCES 0 PROVIDERS PLAN OF 8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LBC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPNIATE DATE

H274€ Continued From page 3 H274 ,
; ecitty's cinioat © Lo SN §
; documentation of ail the medical squipment used
| by the patient for thres (3) of nine (9) patients in H274 3911.2(n) CLINICAL RECORDS
the sample. (Patlert #1, #4, and #9)
The Plan of Care for patient #1 was 2/5M0
i The findings include: updated to inciude glucometer; for patient
R of Patent £1. 4. end #¢'s #4 to include hospital bed and raised
aview , B4, Home Heaith toilet seat and for t #9 to include
Cartification and Pian of Care (POC) on January back brace. Paiien
19, 20;3, approximaisty between 1:35 p.m.- 3:10 . J
P-m., Gid hot document ait of the medical The checking to ensure medical equipmen
Squipment used by the batients as evidenced by: is on the Plan of Care is a normal practice
for the agency. The staff will be re-
. Patient #1 uiifizes a glucometer;
b. Patient #4 usiizes hospital bed and reised toilet educated on this practice.
soat and
c. Patient #9 utiizes a back brace The Director of Nursing and/or the
Assistant Director of Nursing will double
During a face to face inferview with the Director Check the Plan of Care to ensure that the
of Nursing (DON) on January 19, 2010, at medical equipment used by the beneficiary
| approximately 3:15 p.m., it was acknowiedged =i is listed on the plan of care prior to the
| of the medicel equipment used by the patierts the MD signing the document,
was not documented on the POC.
There was no documented evkience ail of the
medical squipment used by the patients was on
the POC.,
H279

ITATE FORM

HiT81Y ¥ continuation whoet 4 of 13
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O s 0K1) PROVIDERBUPPLIERKLIA zmumwmmm O s SurmvEY
HCAD03 B e 01202910
NAME OF PROVIDER OR BUPPLIEN SYREEY ADDRESSE, CITY, §TATE. 2 GODE
VMY HOME HEAL TH AGENCY WASHIAS O DG 2000e T SUITE 200
o) 1D SUMMARY STATEMENT OF DEFICENCIES o PROVIDER'S PLAN OF CORRECTION 0
PREFIX (BACH DEFICIENCY MUST BE PREGEDED BY RuL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMMLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
PERCIENCY)
H 279 | Continued From page 4 H2m
Care Agency (HCA) failed 1 snsure
the ond the patient's caragivers for one (1)
of nine (9) patients i he sample. (Fatient #3) H279 3911.2(s) CLINICAL RECORDS
| The find inciude: A review of patient #3's record was done | 2/20/10
ings fo identify the patient's disease processes.
Review of Patient #3%, Nursing Visit Note/Alde The patient and patient's caregiver will be
Supervisory Visil notes duted September 28, educated and the record will be documented.
2008 and November 29, 2006, revealed no .
specific training and sducation given to the Educational materials wilt be glven to the
petient and tha patient's caregiver on the patient's RN in the cara package including refe
diseass processes. material on the disease process as
needed to ensure that the RN has the
During 3 face to face interview with Dinector of aterials ilable
Nursing (DON) on Januavy 19, 2010, at m Svaliable ot &l times.
approximately 2:10 p.m., it was acknowledged .
the RN did not document the spacific training and The Director of Nursing and/or the
education given to Patient #3 and the caregiver Assistant Director of Nursing will ensure
beneficiary and caregiver,
Thers was no documented svidence of the
specific training and education given to the
Patient and the patent's caregiver,
H 368 3914.3(g) PATIENT PLAN OF CARE H as8
The pian of care shall include the following:
() Physical nzsessment, including all pertinent
disgnoses;
This Statute is not met as wvidenced by:
Based on interview and record review, the
faclity's Plan of Cere (POC) feiled to include a¥f .
pertinent diagnoses for two (2) of nine (9)
patients in the sample. (Patient #1 and #2)
The findings inciude |
Inaith mMeeiralion

TATE FORM L HTTE1N ¥ continustion sheet § of 13
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STATEMENT OF PROVIDERAOUPPLIER/CLIA
mmwm o) oeTveueT zmmmzmmmm M“‘\TEMVEYE
8, WING
HCADOO3 otozo10 |
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE. ZP CODE .
VMT HOME HEALTH AGENCY WASHINGTON, DCUTAVE NW SUITE 200
U} 1D amvsmrmormwm Fugu mmwmmﬁ on
TAG muATmmmnmmmmm TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERCIENCY)
H 3568, Continved From pege § H 358
d i b —— Sty e
Corthomion sed Plan o s troms Heath M358 3914.3(g) PATIENT PLAN OF cm#
that all pertinent diagnoses was not included
the POC as evidence below; o A review of the medical record for patient | 2/5/10
# 1 and # 2 revealed that the diagnosis on
a. Review of Patiant # 1's POC on Januery 19, The Plan of Care is the diagnosls that VMT]
2010, at approximately 12:45 p.m., revesied the is curmently treating the beneficiary for.
plan did not include the diagnasiy of Hapatitis C. The Agency understands the importance
of including all pertinent diagnosis on the
During & telephone interview with the POC and has updated the record to
?anwyzo zo?g umﬂsp a:t include 3/l diagnosis.
, \ : m.,
was acknowledged Patient # 1's POC did not To ensure that pertinent di i
h : lagnosis are not
inchude the diagnosis of Hepaiitia C. missed, the Director of Nursing and the
b, Reviaw of Pationt # 2's POC on Ja y 19, Assistant Director of Nursing will review
2010, at approximaisly 12:45 p.m., revealed the the POC for accuracy.
pian did not inciude the diegnosis of Diebates
Melitus.
mﬁwa;mb;au'mﬁh?”DONm
uafy 18, 2010, at approximedely 1:28 p.m,, it
wat acknowiedged Pafent # 12's POC did not
inciude the diagnosis of Disbetes Meliitus.
H 60| 3014.4 PATIENT PLAN OF CARE H 266
Ewhphnofmﬂulb.wowdmwmd
byawnbhnﬂmhmmdmofﬂm
of care; provided, however, that a plan of care for
persanal cate mide services only may be
approved and signed by an advanced practice
registered nurse. If a plan of care is initimind or
mbyabhﬂmom.ﬂnmoomlr
Mhehmwmmbwming,mdn
shall be signed by the physician within thirty (30)
days.

TATE FORM
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R FORM APPROVED
PROMIDENSUPPLIER/CLIA TE SURVEY
STATEMENT OF DEPOENCES |1y ove (X2 MULTIPLE CONSTRUGTION o e
DENTIFICATION MUMSER: A, BAN_DING :
: HCAD003 B s 917202010
NAME OF PROVIDER OR BUPPLIER STREET ADORESS, CITY, STATE. 2P CODE
VMT HOME HEALTH AGENCY AP0 GOHHECEgUTAVE NW SUITE 200
(%) ID SUMMARY STATEMENT OF DEFICIENGES 0 PROVIDER'S PLAN OF CORRECTION o5
ol (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD & COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENGED 70 THE APPROPRIATE DATE
H 366! Continued From page 8 H3ss
This Statute is not met as evidencad by:
Based on intarview and record review, the VY S
agency’s Plan of Care (POC) wae not approved H366 3914.4 PATIENT PLAN OF CARE
mdﬂmedbylphyshhnuﬂmhm(ao)q.ys
of the start of care for two (2) of nine (8) patients The Plan of Care for patient# 1 and #4 | 2/6/10
inthe tﬂ:‘lpb- has been signed by the physician. VMT
(Patient #1 and #4) has several mechanisms to ensure the
. . physicians are notifiad within the 30 day
The findings nclude: :‘hm:se frame to sign the beneficiaries POC.
Review of Patient #1 and &4 : procedures include but are not
(POC) on Jonuary 10, 2010, :pm ‘ imfted to the following: 1) Call the
between 12:15 p.m.,- 1:35 p.m., revealed the Physician's office; 2) fax the POC and
POC was not approved and signed by @ physician follow up with a call; 3) mail the POC and
within thirty (30) days of the start of care, follow up with a call and 4) take the POC
however sidiad nursing sefvices was baing to the physiclan’s office for signature.
implamented according to the POC as avidenced
by: For all documentation needing a
Physician's signature, VMT calls the
::Mﬁ% POC dated November 30, 2009 Physician's office 24 times per week: fax
, multiple copies of the POC at least twice
h.PaﬁoM“sPOCMdeber&m. Pefweek;andduﬁngmeﬂllrdandfourﬂ'n
. week attempt to take the POC to the
il L,
o g DK o v o Dl Physiian's offos, Finaly, the VMT st
h contact the Medical Director when
approximataly 1:45 p.m., it was
the POC was not snd signed by a necessary.
physician within thirty (30) days of the stert of
cers for Patient #1 and 4.
: There was no documenied evidence the POC
wes approved and signed by a physician within
thirty (30) days of the start of care.
H 411| 3815.11(f) HOME HEALTH & PERSONAL CARE | H 411
AIDE SERVICE
Home healith aide duties may inciude the
following:
ioeitt Regutafion Administraton
ITATE FORM HTT#¢ ¥ cortieymtion sheel 7 of 13
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FORM APPROVED
K1) PROVIDERSUPPLIER/CLA D42 MULTWPLE CONSTRUCTION (X3) DATE SURVEY
DENTIFICATION NUMBER: A BULDING COMPLETED
3 WiNG
O1/20/2010
STREET ADURESS, CITY, STATE, ZIP CODE
4391 CONNECTICUT AVE NW SUITE 200
WASHINGTON, DC 20008
PREFX {EACH DEMICHENCY MUST € PRECEDED BY FULL Pn:qx mmmaﬁ L
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE e
DERICIENGY)
H 411 Continued From page 7 H41t
N _Obcanflng. recording, and reporting the
patient’s physical condition, bahavior, or
Appearance;
This Statule is not met as evidenced by:
Based on a record review and interview, itwas . e R
m"’“""m'“m“' Wm Snuro home H411 3915.11(f) HOME HEALTH &
appearance for six (8) of nine ($) patients In th
sample. ( paﬂmua(, ’aa,u, asf ’,a and #9). ° " VMT has changed its Home Health Aide | 2/12/10
Activity Record to more visibly refiect the
The findings inciude: ‘ resuits of the patient's physical condition,
behavior and appearance. The new form
Roview of Patient #2, #3,54, #6, #6, and #y's will be utilized immediately. A memo of
medical f‘:‘:‘ on %9- 2010.06 the change will be sent to all HHAs. The
approximetely between 11:40 a.m.- 1:06 p.m., | Aldes will also be educated regarding the
twvealed the home health aldes had not recorded Form. g ¢
| and reported the patisnt's physical condition,
behavior, or appearance to the agency.
During a face to face inlerviaw with the Director
of Nursing (DO:!}asm Jaru':tary 19, 2010, at
approximately 1:35 p.m., it was acknowledged
the home health aides had not recorded and
reportedt the patient's physical condition,
behavior, or appsarance to the agency.
There was no documented avidence the home
heaith aldes recorded and
reportad the patient's physical condition,
behavior, or appesrance 1o the agency.
H458 3917.2(f) SKILLED NURSING SERVICES H 458
Duties of the nurse shall include. at a minimum,
the following:

iTATE FORM B
- HYTa1 ¥ comiinuasion ghest 8 of 13
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{ months of October, Novembaer and Decerriber,

.

(f) Supervision of services deRvered by home
healith and personsl cers sides and househoid
support siff, as sppropriate;

This Statute is not met as evidenced by:

Basad on interview and record review, the Home
Care Agency (HCA) falled o ensure the nurse
supervised services delivered by the home health
side (HHA) , et appropriale for one (1) of nine (9)
patiants in the sampia. (Patient #8)

The finding Inclxies:

Review of Patient # G's Home Health Certification
and Plan of Care (POC) daled Seplembar 24,
2009, to March 22, 2010, on Jenuaty 19, 2010, at
approximately 11.10 a.m., revesied the
Regisiered Nurse (RN) was to supervise the HHA
monthiy.

Review of Pptiant # 8's medical record on

January 19, 2010, st approximately 11:15 am.,,
did not reveal arty RN supervisory notes for the

2009,

During & face i face interview with the Director
of Nursing (DON) on January 19, 2010, &t
approximately 11:30 a.m., It was acknowiedged
the RN did not have any supervisory noles in
Pafient #8's medical reoovd for the
sforementionad months.

There was nho documeniad evidence the nurse

wd?vumdmwmmmm
side.

3017.2(g) SIILLED NURSING SERVICES

PRINTED: 017292010
FORM APPROVED
Hesith Reguistion Administrati
STATEMENT OF DEFICIENCIES 1) PROVIOERFSUPPLIERICUA MULTIPLE CONETRUCTION %) DATE RIRVEY
AND PLAN OF CORRECTION m’mmmm o COMPLETED
A BULDING
HCA0003 . 01/20/2010
NAME OF PROVIDER OR SUPPLIER STREEY ADORESS, CITY, STATE, 20 GODE
4201 CONNECTICUT AVE NW SUITE 200
VNIT HOME HEALTH AGENCY WASHINGTON, DC 20008 .

i SUMMARY STATEMENT OF © PROVIDERTS PLAN OF CORNEC TION o)
%f (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE I COMPLETE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THEAPPROPRIATE | DATE

DepcIE |
H 458 | Continued From page 8 H 458

SERVICES

H 457

H456 3917.2 {f) SKILLED NURSING

While Patient #6's medical record did not | 2/5/10
document the supervisory visits they had
been done. The Director of Nursing and/on
the Assistant Director of Nursing will
continue to inform the RN's document their!
supervisory visits for the home health aide.

The VMT's supervisory form has the
appropriate space for the RN to document.
The RNs will have a schedule of when
Home health aides shouild be supervised.
The Director of Nursing and/or the
Assistant Director of Nursing will verify that
the RN has completed the visits and the
documentation of the visits prior to
including the RN notes in the

beneficiary's chart.

¥TATE FORM

Adrinwtation
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FORM APPROVED
—Health Regyigtion Administration
PROVIDER/SUPPLIERICLIA
NP oo (™ T, | @ muneuz comemuonon oo
HCADOD3 % e 94/20/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRERS, CIYY, STATE. ZP CODE
VMT HOME HEALTH AGENCY mmmcoumm?éwmm!. MW SUITE 200
%4y 10 SUMMARY STATEMENT OF DEFICIENCIER 0 PROVIDER'S PLAN OF CORREGTION o)
FREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPM ETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSI-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
H 457 Continued From page 9 H 457
Duties of the nurse shall include, at a minimum,
the folowing:
(g) Recording progress notes at least once every
thirty (30) calendar days and summary notes st
least once every sixty-two (62) calendar days:
This Statuie Is not met e evidenced by: H4S? 3917.2(g) SKILLED NURSING
Basad on interview and record review, the Home SERVICES )
Care Agancy (HCA) falled tb ansure the nurse
recorded progress noles st least once evary thirty Patient # 5 was seen one to three times a | 2/5/10
(30) calendar days for one (1) of nine (9) patierts week as required. An RN Progress Note
i the sampla. (Patient #5) has been documented in the record.
The finding includes: The RN was re-educated regarding this
of ' H . ’ requirement. The Director of Nursing and/
Havigw of Patent POC)  Novem e 3 on or the Assistant Director of Nursing will
2008, to Janugry 14, 2010, on January 19, 2010, continue to check the RN visits to ensure
at approxdmately 10:50 a.m., revealed the that the RN is abiding by the orders on the
Registered Nurwe (RN) was 10 provide skilied POC as it pertains to the frequency of
nursing services one (1) to thiee (3) times a week beneficiary visits. A grid will be utilized to
for nine (9) weeks. monitor the RN visits for each patient.
This grict will be utilized to ensure that the
Raview of Patient # 5's madical record on RN progress notes that are due during
Jenuary 19, 2010, at 10:55 am,, the certification period prior to
did not reveal any RN progreas notes for the including the notes in the beneficiary's
aforementioned certification period. chart.
During a face to face interview with the Director
of Nursing (DON) on January 19, 2010, at
approximately 11:00 a.m., & was acknowledged
the RN had not recorded progress notes at isast
ance every thirly (30) calendar days In Patient #
6% madical record,
There was ne documented evidence the nurse
recorded progress noles at least once every th
(30) calendar days in the patiant's medical i
MMM
STATE FORM — HTTS11 ¥ contirumtion shewt 10 of 13
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FORM APPROVED

STATE FORM

(1) Patient instruction, and svaiutsion of patient
instruction; and

This Statute is not met a8 evidenced by
Based on interview and recond review, the

wmupammmnmmum
(9) patiants in the sample.
(Patient#1)

Tmﬂndinglinclude:

1. Review of Patient # 1's Home Heaith
Cartification and Pian of Care (POC) dated
November 30, 2009, through January 29, 2010,

on Januery 18, 2010 atawmm1aﬁpm..
m.d-dheﬂeﬁshude(RN)mw
insfruct Patient #1 on medication

side affects, when fo take medications and to

walmnaoﬂocﬁmusofhmm

?B ‘4!001;,f January 1 opiend ool
on 9, 2010, af approximstely
;fssum M”MMMﬁﬁuu
cyciobenzaprine for muscie spasms and Lyrica
for peripheral neuropathy™.

During a face to face imterview with the Direcior
of Nursing (DON) on Janusry 19, 2010, at

%: p.m., X was scknowladged
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H 457 Continued From page 10 H 457
record.
H458 3817.2(l) SKILLED NURSING SERVICES H 458
Dutieg of the nurse shall include, at a minimum,
the following: :

H459 3917.2(l) SKILLED NURSING
SERVICES

[The Registered Nurse provided education
on the medications; however, did not
include that the patient was specifically
‘instructed on the patient's medication
compliance, side affects and when to take
the medication.

21910

The RNs will be re-educatad that when
the skiiled nurse is instructing the patient
on the use of medication, the skilled nurse
will document the specifics of medication
compliance, side effects and when to take
the medication. All RN's will receive a
memo reiterating the importance of
‘ensuring that this is documentad.

The Director of Nursing and/or the
,Assistant Director of Nursing will monitor
‘the skilled nursing documentation for
;accuracy including the documentation of
medication instruction.
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H 489| Continued From page 11 H 459
the sidiled nursing staff did not specifically
instruct the patient on medication compliance,
sids effacts and when 10 take meadications.
There was o documenied avidence of the
specific pationt instructions taught or eveluated
on medication menagement.
H 560 3823.1 PHYSICAL THERAPY SERVICES H 580
If physical therapy sarvices ere provided, they
shall be provided in mccordance with the patient's . N _ o

pian of care.

H580 3923.1 PHYSICAL THERAPY
This Statuie is not met as evidenced by: SERVICES

Based on inferview and record review, the faciity
failed to ensure physicel therapy services are
provided In accordance with the patients plan of
care for one (1) of nine (9) patients in the sample,
(Pstient #8)

The finding includes;
Review of Patient # 8'% Home Heglth Certification

and Plan of Care ( dated Dacember 11,
2009, 1o Fabruary 10, 2010, on January 18, 2010,

Patiant #5 has been instructed on the safe
Effective use of adaptive devices.

A set of guideltines will be provided to the | 2/18/10
Physical Therapist to ensure that

Medical equipment is discussed with the
patient including the safe and effechvenesJ
of the equipment, These guidelines will
aiso include that the documentation must

&t approximaioly 10:25 a.m., revealed the patont
had listed under Durable Medical Equipment
(DME} a whesichair and a walker. Further review

| fevealod the Physical Therapist (PT) was &

instruct Patient #8 on the safe and effective use
of adaptive devices.

Review of Patient # 8's Therapy Revisit
Notes dated December 16, 21 and 30, 2009 and
Janhuary 4, 2010, on 18, 2010, at
approximately 11:10 a.m., revanled no Patient #8
was not instructed on the safe and effective use
of adaptive devices.

Bon Adminestrution

be specific and include the patient's
understanding of the device through
return demonstration. The Patient will be
instructed to sign that they understand the
use of the equipment,

Joulth Moguia
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H 580 Continued From page 12 : H 580
During a tace to face interview with the Director ‘
of Nursing (DON) on January 18, 2010, &t
spproxdimately 10:30 a.m., i wes acinowledged
Patient #8 was not Instructed on the safe and
effective use of adaplive devices.
according to the POC.
There was no documented evidence the patient
was instructad on the safe and sffective use of
adaptive devices according to the POC.
L |
Heakh Regukation AGTanRtraton
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